Introduction
============

Tuberculosis control requires a strong public health infrastructure to detect and treat infected people.[@R1]^--^[@R8] The World Health Organization (WHO) has identified improved case detection and successful treatment as priority actions required to meet target levels of tuberculosis prevention and control by 2015.[@R9] Such improvements will require expanding surveillance and diagnosis services -- especially among more vulnerable groups.[@R10]^--^[@R13] Over the past two decades, global rates of case detection and treatment success for tuberculosis have risen steadily.[@R14] However, detection and treatment remain poor in several countries, mostly in eastern Europe and sub-Saharan Africa.[@R15]

Western Europe has high rates of active case detection and treatment success.[@R9] However, the 2008--2011 economic recession and resulting cuts in health budgets may have weakened tuberculosis control and prevention programmes.[@R16] Economic recessions are often accompanied by increases in drug use, homelessness, migration of vulnerable groups and other factors affecting the transmission of tuberculosis.[@R17] In a scoping study, 27 infectious disease experts predicted that understaffing, recruitment freezes and reductions in the workforce during the recession in Europe that began in 2008 would have a negative regional impact on the control and treatment of various communicable diseases.[@R18] Tuberculosis was the disease most commonly cited as a cause for concern.

Despite these concerns, several member states of the European Union have introduced user fees or budget cuts to infectious disease programmes since the onset of the recession. Between 2008 and 2010, for example, Latvia shifted approximately 50% of the costs of diagnostic testing to patients and reduced spending on disease control and surveillance by 87%.[@R19] Charges for prescription drugs were also increased in Ireland in 2009--2010.[@R19] A recession may worsen the negative effect of payments for diagnostic tests or treatment.[@R20]^,^[@R21] However, not all European countries reduced funding for communicable disease programmes. Estonia reduced health-care spending after the recession began but protected spending on the detection of communicable diseases. Croatia reduced user charges for prescription medication by 33% and both Austria and Germany increased their budgets for infectious disease prevention and control.[@R16]

Here, we test the hypothesis that the recent economic recession and associated reductions in public health spending resulted in declining rates of case detection and treatment success for tuberculosis in the European Union. We then use mathematical models that account for the nonlinear dynamics of tuberculosis, to simulate the consequences of economic changes on the future trends in tuberculosis incidence, prevalence and mortality.

Methods
=======

Data sources
------------

Data on tuberculosis case detection and treatment success rates were taken from the 2014 edition of the WHO's tuberculosis database.[@R22] Data on total health spending, expenditure on public health services and gross domestic product (GDP) were taken from the EuroStat database.[@R23] All macroeconomic data were analysed as per capita values and adjusted for inflation and purchasing power to facilitate comparisons across member states of the European Union. At the time of our analysis, data on public health spending were available for 24 of the 28 member states. Data were not available for Belgium, Greece, Romania and Slovakia because these member states either lack a specific budget line or do not report disaggregated expenditure data to EuroStat. As we excluded Cyprus, Luxembourg and Malta because of their small population sizes, most of our final analyses were based on the data from 21 member states (available from corresponding author).

We estimated case detection rates as the proportion of annual tuberculosis incidence that was reported in case notification data.[@R22] The gap between those cases that are notified and those that are not -- because they are not diagnosed or are diagnosed but not reported -- represents the underreporting of incidence. The estimated rate of case detection may exceed 100% if the true incidence is underestimated and/or if cases are double-counted.[@R24] Despite such issues, the case detection rate remains one of the most widely used indicators of progress in establishing effective tuberculosis control.[@R1]^,^[@R9]

For our analysis, a person with tuberculosis who completed a full course of treatment was considered to be a treatment success -- whether there was evidence of a cure or not. We measured rates of treatment success as percentages of (i) new sputum-smear-positive cases, (ii) other new cases of tuberculosis -- i.e. new extrapulmonary cases and new pulmonary cases who had been found sputum-smear-negative or did not have a sputum-smear result, and (iii) re-treatment cases.

Statistical models
------------------

In the first step of our analysis, we quantified the extent to which rates of tuberculosis case detection and treatment success changed across the European Union, using [equation (1)](#E1){ref-type="disp-formula"}:where TBC represents either the case detection rate or treatment success rate, which were estimated as separate models, *β* is a regression coefficient, *t* is the year, *Y* is the linear time trend in the case detection rate across the European Union, *R* is a binary indicator marking the European Union's recession (2008--2011) and *ε* is an error term. Case detection rates for the previous 12 months were based on the estimated proportion of new smear-positive cases that had been detected across all 21 of our study countries. Treatment success rates were estimated separately for smear-negative, smear-positive and re-treatment cases of tuberculosis.

In a subsequent step, we tested whether the economic downturn and/or reductions in public health expenditure could account for the observed changes in rates of tuberculosis case detection over time, using [equation (2)](#E2){ref-type="disp-formula"}:where *i* is a country, PH is government expenditure on public health services per capita, GDP is a measure of the GDP per capita and *µ* is the country fixed effect. In a third step, the severity of recession was based on the cumulative decline in GDP for each country during the recession. For all of our econometric models, we adjusted for time trends and country-specific fixed effects. Models were investigated using Stata version 13 (StataCorp. LP, College Station, United States of America).

Mathematical models and simulations
-----------------------------------

To forecast tuberculosis incidence, prevalence and mortality in each of our study countries, we applied the findings from the preceding econometric models to dynamic mathematical models of tuberculosis transmission and mortality. The mathematical models simulated longitudinal tuberculosis rates in each country -- given the data on case detection observed before, during and after the financial crisis -- as well as a counterfactual scenario in which case detection was unaffected by either the recession or the related austerity.

The modelling approach we followed was derived from standardized models that are commonly used in tuberculosis modelling and have been described elsewhere.[@R25]^--^[@R30] Briefly, we included conditions of susceptibility to tuberculosis, recent latent infection, remote latent infection, active smear-positive tuberculosis, active smear-negative or extrapulmonary tuberculosis and recent recovery from tuberculosis. We used a Markov chain, Monte Carlo algorithm to simulate transmission of tuberculosis within each of our study countries. For calibration, we used the corresponding longitudinal trajectory seen in tuberculosis incidence, prevalence and mortality between 1990 and 2012 (available from corresponding author). While inputting the case detection and treatment success rates observed for each country, we fitted the corresponding transmission rate and time between symptom onset and case detection to the longitudinal trajectory of tuberculosis incidence, prevalence and mortality from 1990 to 2012 -- ensuring an error of less than 5% between the model and observed data. We then compared the observed scenario in which case detection rates dropped during austerity -- including the modelled tuberculosis outcomes for 2013--2030 -- with the counterfactual scenario in which case detection rates followed the same linear trends as those that occurred before the onset of the recession.

We used sensitivity and uncertainty analyses to examine the robustness of the modelled results.

Results
=======

Cross-national trends
---------------------

Before the recession -- between 1991 and 2007 -- case detection rates were approaching 85% across the European Union. Subsequently the rate of case detection fell ([Fig. 1](#F1){ref-type="fig"}). We estimated that case detection rates declined by a mean of 5.22% (95% confidence interval, CI: 2.54--7.90) during the recession ([Table 1](#T1){ref-type="table"}). In contrast, treatment success rates appear to have remained stable in the European Union ([Fig. 2](#F2){ref-type="fig"}). As the recession had no observable effect on treatment success rates among smear-negative, smear-positive or re-treatment cases, the remainder of this paper focuses on variations in case detection rates.
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###### Trends in tuberculosis case detection and treatment success rates, European Union, 1991--2012

  Time period    Change in case detection rate, % (SE)   Change in treatment success rate                  
  -------------- --------------------------------------- ---------------------------------- -------------- --------------
  Annual trend   −0.22 (0.12)                            −0.56 (0.58)                       −0.21 (0.40)   −0.10 (0.50)
  2008--2011     −5.22 (1.24)\*\*                        0.94 (2.66)                        2.15 (2.96)    1.57 (3.68)

SE: standard error. \*\* *P* \< 0.01.

Notes: Data represent the combined values for 21 countries -- i.e. all of the member states of the European Union in 2014 excluding Belgium, Cyprus, Greece, Luxembourg, Malta, Romania and Slovakia. Data on case detection rates and treatment success rates were available among smear-negative patients for the years 1995--2012, extrapulmonary new cases for the years 2004--2012, smear-positive new cases for the years 2000--2012 and re-treatment cases for the years 2000--2012.

Data source: World Health Organization[@R22]and EuroStat.[@R23]
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Effects of recession
--------------------

To assess the effect of the recession on case detection, we evaluated two standard indicators of an economic downturn: the annual changes in GDP per capita (model 1, [Table 2](#T2){ref-type="table"}), and a measure of the severity of the recession -- which was based on the cumulative declines in GDP per capita for each country (model 2, [Table 2](#T2){ref-type="table"}).[@R16]^,^[@R31] Annual economic growth appeared to have no effect on detection rates (*P* = 0.60), but cumulative declines in GDP during the recession were associated with falling case detection rates. A cumulative fall in GDP per capita of 100 United States dollars (US\$) was associated with a reduction of 0.22% (95% CI: 0.05--0.39) in the detection rate ([Table 2](#T2){ref-type="table"}).

###### GDP per capita and tuberculosis case detection rates, European Union, 1991--2012

  Covariate                                                       Change in case detection rate   
  --------------------------------------------------------------- ------------------------------- ----------------
  Decline in annual GDP per capita of US\$ 100                    −0.79 (3.22)                    NA
  Cumulative decline in GDP per capita of US\$ 100 (2008--2011)   NA                              −0.22 (0.08)\*

GDP: gross domestic product; NA: not included in model; SE: standard error; US\$: United States dollars. \* *P* \< 0.05.

Notes*:* Data for 21 countries -- i.e. all of the member states of the European Union in 2014 except Belgium, Cyprus, Greece, Luxembourg, Malta, Romania and Slovakia -- and 316 country-years. Standard errors were adjusted for repeated observations within countries. Adjusted for country differences that were constant over time and for linear time trends.

Data source: World Health Organization[@R22]and EuroStat.[@R23]

Case detection rates did not decline in every country that experienced a recession. Although both Ireland and Portugal experienced deep recessions, the tuberculosis case detection rate fell in Ireland but not in Portugal ([Fig. 3](#F3){ref-type="fig"}). Ireland implemented substantial reductions in public health spending whereas Portugal reduced its total government expenditure but initially protected its spending on public health services ([Fig. 4](#F4){ref-type="fig"}).
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To test the role of budgetary decisions further, we included government expenditure on public health services in the statistical models (model 3, [Table 3](#T3){ref-type="table"}). Each US\$ 100 decline in spending on public health services was associated with a decline of 3.11% (95% CI: 0.68--5.53) in the case detection rate. The magnitude of this effect was not significantly changed after adjusting for fluctuations in GDP per capita (*β* = 3.18%; 95% CI: 0.88--5.48) or for cumulative declines in GDP per capita (*β* = 2.74%; 95% CI: 0.31--5.16).

###### Expenditure on public health and tuberculosis case detection rates, European Union, 1991--2012

  Covariate                                                                               Change in case detection rate                     
  --------------------------------------------------------------------------------------- ------------------------------- ----------------- ----------------
  Increase in public health spending of US\$ 100 per capita                               3.11 (1.16)\*                   3.18 (1.10)\*\*   2.74 (1.16)\*
  Fall in annual GDP per capita of US\$ 100                                               NA                              −1.21 (3.06)      NA
  Cumulative fall in GDP per capita of US\$ 100 during recessionary years of 2008--2011   NA                              NA                −0.21 (0.08)\*

GDP: gross domestic product; NA: not included in model; SE: standard error; US\$: United States dollars. \* *P* \< 0.05; \*\* *P* \< 0.01.

Notes*:* Data for 21 countries -- i.e. all of the member states of the European Union in 2014 except Belgium, Cyprus, Greece, Luxembourg, Malta, Romania and Slovakia -- and 316 country-years. Standard errors were adjusted for repeated observations within countries. Adjusted for country differences that were constant over time and for linear time trends.

Data source: World Health Organization[@R22]and EuroStat.[@R23]

Role of underreporting
----------------------

Since case detection reflects the gap between case notifications and estimated incidence, a rise in underreporting -- which may have resulted from cuts in surveillance systems -- may have reduced estimates of case detection rates. To test this possibility, we excluded Bulgaria, Hungary, Latvia, Lithuania and Romania from the analysis because they reported changes in underreporting across the study period. Compared with the full analysis, this analysis indicated a stronger association between public health spending and the tuberculosis case detection rates (*β* = 3.53%; 95% CI: 1.12--5.94; [Table 4](#T4){ref-type="table"} and [Fig. 5](#F5){ref-type="fig"}).

###### Expenditure on public health and tuberculosis case detection rates, European Union, 1991--2012, in countries where underreporting of cases appeared stable

  Covariate                                                                                  Change in case detection rate                     
  ------------------------------------------------------------------------------------------ ------------------------------- ----------------- ----------------
  Increase in public health spending of US\$ 100 per capita                                  3.53 (1.14)\*\*                 3.54 (1.12)\*\*   3.05 (1.13)\*
  Decline in annual GDP per capita of US\$ 100                                               NA                              0.44 (3.60)       NA
  Cumulative decline in GDP per capita of US\$ 100 during recessionary years of 2008--2011   NA                              NA                −0.26 (0.09)\*

GDP: gross domestic product; NA: not included in model; SE: standard error; US\$: United States dollars. \* *P* \< 0.05; \*\* *P* \< 0.01.

Notes*:* Data for 17 countries: all of the member states of the European Union in 2014 except the countries with varying levels of underreporting -- i.e. Bulgaria, Hungary, Latvia, Lithuania and Romania -- and Belgium, Cyprus, Greece, Luxembourg, Malta and Slovakia. They also represent 267 country-years. Standard errors were adjusted for repeated observations within countries. Adjusted for country differences that were constant over time and for linear time trends.

Data source: World Health Organization tuberculosis database[@R22]and EuroStat.[@R23]
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Tuberculosis forecasting
------------------------

To understand the complex longer-term effects of the changes in case detection associated with the recession on overall tuberculosis trajectories, we used the results of our econometric analysis as inputs in a dynamic mathematical model of tuberculosis transmission and mortality. [Fig. 6](#F6){ref-type="fig"} shows the effect of recession and austerity compared with a counterfactual of continued economic growth. Further sensitivity analyses around the parameter values did not change these findings substantially.
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Robustness of models
--------------------

Adjustment for nonlinear time trends using dummy variables for year attenuated the impact of GDP -- but not that of public health expenditure -- on case detection ([Table 5](#T5){ref-type="table"}). Using treatment success rates as the dependent variable, we repeated the statistical models. We found no significant association between treatment success and GDP or public health spending ([Table 6](#T6){ref-type="table"}). After adjusting for all other forms of health expenditure, we found that the effect of public health expenditure on the tuberculosis case detection rate was attenuated slightly but remained statistically significant ([Table 7](#T7){ref-type="table"}). As tuberculosis in Europe is partly fuelled by migration, changes in reported tuberculosis cases may be attributable to population movement rather than to changes in case detection. Unfortunately, the data available on tuberculosis trends in migrants to the European Union are problematic as they often lack accurate denominators for the migrants' countries of origin.[@R32] Adjustment of our main models for changes in overall levels of immigration during our study period did not affect our main findings ([Table 8](#T8){ref-type="table"}).

###### Expenditure on public health and tuberculosis case detection rates, European Union, (1991--2012): effect of adding dummy variables for year

  Covariate                                                                                  Change in case detection rate                     
  ------------------------------------------------------------------------------------------ ------------------------------- ----------------- ---------------
  Increase in public health spending of US\$ 100 per capita                                  3.21 (1.12)\*\*                 3.47 (0.87)\*\*   3.21 (1.17)\*
  Decline in annual GDP per capita of US\$ 100                                               NA                              4.64 (4.42)       NA
  Cumulative decline in GDP per capita of US\$ 100 during recessionary years of 2008--2011   NA                              NA                0.01 (0.20)

GDP: gross domestic product; NA: not included in model; SE: standard error; US\$: United States dollars. \* *P* \< 0.05; \*\* *P* \< 0.01.

Notes*:* Data for 21 countries -- i.e. all of the member states of the European Union in 2014 except Belgium, Cyprus, Greece, Luxembourg, Malta, Romania and Slovakia -- and 316 country-years. Standard errors were adjusted for repeated observations within countries. Adjusted for country differences that were constant over time and for linear time trends.

Data source: World Health Organization[@R22]and EuroStat.[@R23]

###### Public health services, GDP per capita and treatment success rates for tuberculosis, European Union, 1991--2012

  Covariate                                                                                  Change in treatment success rate                  
  ------------------------------------------------------------------------------------------ ---------------------------------- -------------- -------------
  **Smear-negative and extrapulmonary new cases**^a^                                                                                           
  Increase in public health spending of US\$ 100 per capita                                  4.24 (3.72)                        4.34 (3.50)    4.34 (3.48)
  Decline in annual GDP per capita of US\$ 100                                               NA                                 0.02 (0.05)    NA
  Cumulative decline in GDP per capita of US\$ 100 during recessionary years of 2008--2011   NA                                 NA             0.08 (0.13)
  **Smear-positive new cases**^b^                                                                                                              
  Increase in public health spending of US\$ 100 per capita                                  0.27 (0.57)                        0.37 (0.59)    0.67 (0.75)
  Decline in annual GDP per capita of US\$ 100                                               NA                                 0.04 (0.05)    NA
  Cumulative decline in GDP per capita of US\$ 100 during recessionary years of 2008--2011   NA                                 NA             0.18 (0.13)
  **Re-treatment cases**^c^                                                                                                                    
  Increase in public health spending of US\$ 100 per capita                                  3.22 (3.53)                        3.14 (3.50)    3.32 (3.61)
  Decline in annual GDP per capita of US\$ 100                                               NA                                 −0.02 (0.07)   NA
  Cumulative decline in GDP per capita of US\$ 100 during recessionary years of 2008--2011   NA                                 NA             0.04 (0.13)

GDP: gross domestic product; NA: not included in model; SE: standard error; US\$: United States dollars.

^a^ Based on data from 18 countries and 126 country-years.

^b^ Based on data from 19 countries and 216 country-years.

^c^ Based on data from 19 countries and 201 country-years.

Notes*:* Standard errors were adjusted for repeated observations within countries. Adjusted for country differences that were constant over time and for linear time trends.

Data source: World Health Organization tuberculosis database[@R22]and EuroStat.[@R23]

###### Expenditure on public health, other government health spending, and tuberculosis detection rates, European Union, 1991--2012

  Covariate                                                                                 Change in case detection rate   
  ----------------------------------------------------------------------------------------- ------------------------------- ---------------
  Increase in public health spending of US\$ 100 per capita                                 3.11 (1.16)\*                   2.62 (1.03)\*
  Increase in government health spending, excluding public health, of US\$ 100 per capita   NA                              −0.54 (0.42)

NA: not included in model; SE: standard error; US\$: United States dollars. \* *P* \< 0.05.

Notes*:* Data for 21 countries -- i.e. all of the member states of the European Union in 2014 except Belgium, Cyprus, Greece, Luxembourg, Malta, Romania and Slovakia -- and 316 country-years. Standard errors were adjusted for repeated observations within countries. Adjusted for country differences that were constant over time and for linear time trends.

Data source: World Health Organization tuberculosis database[@R22]and EuroStat.[@R23]

###### Effect of adjusting for immigration in estimating the effects of changes in public health spending on tuberculosis case detection rates, European Union, 1991--2012

  Covariate                                                                                  Change in case detection rate                   
  ------------------------------------------------------------------------------------------ ------------------------------- --------------- ----------------
  Increase in public health spending of US\$ 100 per capita                                  3.11 (1.16)\*                   2.94 (1.10)\*   2.73 (1.26)\*
  Decline in annual GDP per capita of US\$ 100                                               NA                              −0.04 (3.98)    NA
  Cumulative decline in GDP per capita of US\$ 100 during recessionary years of 2008--2011   NA                              NA              −0.22 (0.08)\*
  1% increase in immigration                                                                 NA                              1.58 (1.20)     1.21 (1.15)

GDP: gross domestic product; NA: not included in model; SE: standard error; US\$: United States dollars. \* *P* \< 0.05.

Notes*:* Data for 21 countries -- i.e. all of the member states of the European Union in 2014 except Belgium, Cyprus, Greece, Luxembourg, Malta, Romania and Slovakia -- and either 316 country-years (model 1) or 245 country-years (models 2 and 3). Standard errors were adjusted for repeated observations within countries. Adjusted for country differences that were constant over time and for linear time trends.

Data source: World Health Organization tuberculosis database[@R22]and EuroStat.[@R23]

Discussion
==========

Rates of tuberculosis case detection fell by about 5% across the European Union during 2008--2011. This reduction was significantly linked to the economic recession and to reductions in public health spending. Using mathematical models, we estimated that the combined shocks of a recession and reductions in the budgets available for case detection would increase tuberculosis prevalence and tuberculosis-attributable mortality by as much as 3% for more than a decade after the recession.

Recession and economic austerity would be expected to lower case detection rates and therefore lead to an increase in tuberculosis-attributable mortality -- since fewer tuberculosis patients would be detected and effectively treated. In consequence, fewer patients would live long enough to be able to relapse from recovery to active tuberculosis or to produce secondary incident cases and tuberculosis incidence would be relatively low. However, any short-term decline in incidence would soon be replaced by a rise in reported incidence as more -- undetected -- latent cases infect others. In the long term, the rise in prevalent cases would lead to higher incidence.

Our study has several important limitations. First, missing data meant that we had to exclude Greece -- and some other European countries that reduced health-care spending during the recession -- from our analysis.[@R33] However, exclusion of these countries probably led to the associations we observed appearing weaker than they might otherwise have done. Second, as case detection rates are estimated as the ratio between case notifications and the estimated incidence, our main dependent variable may have been affected by measurement error. However, errors in the estimation of underreporting should not bias our attempts to observe potential associations between short-term economic changes and fluctuations in the rates of the detection and successful treatment of tuberculosis. When we excluded those countries where estimated levels of underreporting were known to have fluctuated over time, our main findings remained unaltered. Third, the indicator we used for public health expenditure was not restricted to tuberculosis-related expenditure but also included spending on the prevention of other diseases and the operation of other health services. Again, this limitation may have reduced the apparent strength of the observed associations. Fourth, the WHO's estimates of tuberculosis prevalence are revised annually and may be subject to retrospective adjustment-- but any changes are unlikely to alter the main implications of our findings. Fifth, while changes in diagnostic practices in some countries -- e.g. moving towards methods of laboratory confirmation other than smear positivity -- may influence tuberculosis case detection rates, such changes are generally slow and unlikely to create short-term fluctuations in case detection. Sixth, reductions in public health expenditure did not explain all of the variation in case detection rates. One other possible explanation is that case detection fell as a result of delays in seeking treatment -- delays that were not captured in our statistical models.[@R24] Future research is needed to understand the policy decisions behind the cuts we observed in public health expenditure and to link them to changes in case detection and other health outcomes.[@R18]^,^[@R19] Reductions in public health expenditure have often been coupled with erosion of social safety nets.[@R34]^,^[@R35] More work is needed to understand how these aspects of austerity may affect tuberculosis incidence and treatment success.[@R15]^,^[@R36]^--^[@R38]

Mathematical models revealed the potential short- and long-term effects of recessions and austerity on tuberculosis case detection. We found that inadequate detection and treatment can lead, in the short-term, to declines in the number of people alive to relapse or transmit the disease -- artificially deflating the incidence. However, if low rates of case detection persist, new prevalent cases can become more abundant and increase tuberculosis incidence. High incidence can then lead to elevated case-loads and mortality levels that can persist for over a decade beyond the period of recession and austerity.

Our simulation models cannot capture all of the complex changes that occur during a recession. As crowding and other behaviours that increase contact rates may become more frequent during recessions, our model of transmission may underestimate the impact of recession and/or budgetary austerity on tuberculosis outcomes.

Tuberculosis control is sometimes seen as a soft target for spending cuts.[@R39] Many of the infectious disease experts that we interviewed in a previous study were concerned that European governments would focus any recession-related reductions in health spending on tuberculosis control initiatives.[@R18] Indeed, this concern has been borne out as some governments have substantially reduced their spending on public health services and communicable disease control in recent years.

Declines in the case detection rate cause delays in tuberculosis detection and treatment. The European Centre for Disease Prevention and Control estimates that people with active and untreated tuberculosis may infect 10--15 people per year on average.[@R40] By reducing case detection rates, short-term budgetary reductions can increase long-term treatment costs. In the United States of America, tuberculosis budgets were reduced in the aftermath of the 1970s fiscal crisis. There was an initial saving of US\$ 100 million but a subsequent outbreak of drug-resistant tuberculosis ultimately cost more than US\$ 1 billion to contain.[@R41]

In conclusion, our analyses provide evidence that recession can lead to short-term reductions in the financial support of programmes for tuberculosis control. The associated decrease in the detection of tuberculosis is projected to result in sustained, long-term rises in tuberculosis incidence, prevalence and mortality.
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